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could be a result of various
causes. Management depends
on the cause. Our patient,
who had history of chronic
calcific pancreatitis, underwent pancreatic stenting and extracor-
poreal shock wave lithotripsy (ESWL), after which the patient had
massive hemoptysis and hematochezia necessitating massive
blood transfusion, which was found to be due to a pseudoaneurysm
of the splenic artery eroding into the left lung and colon. The
patient underwent surgical intervention for correction of the prob-
lem.
Clinical Summary
A 43-year-old man was admitted to our hospital in May 2004. He
had abdominal pain radiating to the back on and off for 2 years, 4
to 5 episodes per year. This was intractable pain requiring admis-
sion and medical treatment in different hospitals.
Abdominal computed tomographic scanning during admission
showed multiple stones in the pancreas, with a dilated main pan-
creatic duct containing multiple stones from head to tail. The
patient was advised to undergo surgical intervention. He was not
willing to undergo such intervention and was subjected to pancre-
atic stenting, followed by ESWL. The patient’s condition was
apparently normal for 2 days, but on the third day, he had severe
abdominal pain, which was managed medically. The abdominal
pain persisted and was conservatively managed, and the patient
had massive hemoptysis, requiring 8 units of blood transfusion for
resuscitation.
During admission to our hospital in June 2004, the patient
provided a history of severe pain of the abdomen. Examination
showed that the patient was pale, with a temperature of 37°C, a
pulse rate of 100 beats/min, a blood pressure of 100/70 mm Hg,
and a respiratory rate of 22 breaths/min. The left lung was dull on
percussion, and the breath sounds were diminished on the left side.
Laboratory values were as follows: a hemoglobin value of 4 g/dL,
a hematocrit value of 16.4%, bleeding time and clotting time
within normal limits, and a serum amylase concentration of 1253
U/L. Various pulmonary causes of hemoptysis were ruled out, and
polymerase chain reaction qualitative assay for tuberculosis was
done, the result of which was negative. On the 10th day, the patient
experienced hematochezia.
The patient underwent an angiogram, which showed a pseudo-
aneurysm of the splenic artery. The pseudoaneurysm was commu-
nicating with the left lung. Embolization of the pseudoaneurysm
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operation, the findings of which were consistent with those of the
angiogram: a 6  6-cm pseudoaneurysm was seen that communi-
cated with the left lung through a rent in the diaphragm, and it also
communicated with the colon, which resulted in hematochezia.
Excision of the distal pancreas along with the aneurysm, splenec-
tomy, closure of the rent in the diaphragm, resection of the affected
colon, and a temporary colostomy were performed. The left side of
the chest was drained with an intercostal drain. The patient had an
uneventful postoperative period and recovered well (Figure 2 and
Figures E1-E5).
Discussion
Pleuropulmonary complications of chronic pancreatitis are many
and nonspecific. They can present as pleural effusion, basal atel-
ectasis, pleural reaction, or a raised hemidiaphragm. Hemoptysis
caused by chronic pancreatitis rarely has been reported and has
always required pancreatic surgical intervention. Hemoptysis in
chronic pancreatitis might be due to congestion of the left lung or
formation of a pleuropulmonary fistula or due to rupture of a
pseudoaneurysm of the splenic artery into the left lung.1
The potential application of endoscopic treatment is limited to
a subgroup of patients with amenable pancreatic ductal anatomy.
These are patients with dilated pancreatic ducts who also have a
single dominant stricture or obstructing stone in the head of the
Figure 1. Abdominal computed tomographic scan showing
splenic artery pseudoaneurysm.pancreas, with dilation of the duct upstream of the stone or
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amenable to endoscopic treatment.2
Although ESWL can be delivered safely with good efficacy, it
is associated with various complications. Acute abdominal symp-
toms, a significant increase in the white blood cell count, alanine
aminotransferase level, and bilirubin level, and exacerbation of
pancreatitis are commonly reported. Rare complications, such as
subcapsular hematoma of the liver, splenic abscess, splenic infarc-
tion, and rupture, are also reported.3-5 This is the first report of
hemoptysis caused by rupture of the pseudoaneurysm of the
splenic artery after ESWL and stenting.
Takanami1 has reported a case of massive hemoptysis complicat-
ing chronic pancreatitis because of communication between the infe-
rior phrenic artery and the pulmonary artery. Metallic coils and gelatin
sponge embolization of the inferior phrenic artery controlled the
hemoptysis. In our patient, splenic artery embolization was tried with
metallic coils, but it failed because of technical reasons.
In the present case, stenting and ESWL have created a scenario
of acute pancreatitis, which resulted in a pseudoaneurysm that
rapidly increased in size to erode into the left lung and colon,
resulting in massive hemoptysis and hematochezia. In a good
surgical candidate, it is better to avoid ESWL and stenting.
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